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To the Editor: Regarding the article by Goel et al.,1 we want
to mention a few points.
In the valuable paper by Goel et al.,1 a new technique
called minimally invasive limited ligation endoluminal-
assisted revision (MILLER) was introduced as the first-line
treatment for the management of steal syndrome. Their
technique not only eliminates difficulties of previous
approaches for the management of steal phenomenon,
but also reduces the rate of closing arteriovenous fistula
(AVF) due to decline in the blood flow of vascular access.
In a study by Morsey et al.,2 the incidence of steal syndrome
was even higher for arteriovenous grafts (AVGs; 4.3 vs
1.8% for AVFs), and this poses more difficulties for
vascular surgeons in countries where AVGs are used more
frequently.
We have shown that the creation of side-to-side elbow
AVFs diverts blood flow of the artery to the deep veins
through the perforating vein due to lower resistance of the
deep veins.3 To solve this problem, we introduced a simple
but efficient technique involving ligation of the perforating
vein. This method can be used as both a therapeutic and a
preventive strategy and was associated with salvage of 80% of
AVFs in a small series.4 With respect to the lower resistance of
the deep veins, it seems that a similar phenomenon occurs
after inserting AVGs as well. Thus, ligation of the perforating
vein may be effective for treatment and prevention of
steal syndrome in AVGs. Moreover, as shown in Figure 1, the
perforating vein can be approached by a small incision and
this procedure is ‘minimal invasive’. This is just a hypothesis
and has to be tested.
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Moini et al.1 have developed a procedure that increases
access resistance by simply eliminating flow decompression
into the deep veins. The authors assert that an access with
dialysis-associated steal syndrome can be corrected by
eliminating decompression into the deep venous system.
This is an accurate assertion given the resistance in the
access circuit will be higher and therefore shunt less blood.
However, the degree to which the resistance in the shunt
is altered cannot be incrementally controlled. This type
of imprecision caused the failures of traditional banding,
DRIL and RUDI procedures. If deep-vein ligation increases
the intra-access pressure too much, the access will
thrombose. Furthermore, even if the procedure provides
relief from steal symptoms, this may only be temporary
because the superficial veins may hypertrophy over time.
This hypertrophy may result in increased shunt as the
access matures. Steal symptoms may return and will
require further intervention (MILLER procedure) to
restore resistance balance.
If the superficial outflow system becomes thrombosed
or problematic, as it frequently does, prior ligation of the
perforating vein limits alternate outflow possibilities. This
is one of the reasons a graft has a shorter life span than a
fistula. A fistula has a surgical beginning and frequently
two, three, or four outflow veins. A graft has limited
outflow possibilities as compared with a fistula, making
it much more susceptible to stenosis and thrombosis. Any
A-V access venous drainage should include all possible
outflows to maximize longevity. Limiting an outflow
system by ligating the deep vein is likely to reduce the
durability and reliability of the access. Possibly, increasing
Figure 1 | The perforating vein is approached by an incision
about 1.5–2 cm below the antecubital crease. The perforating
vein is the vein without string.
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